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maintain existing outreach programs.
The plan must—

(1) Address cancer prevention for can-
cers that are prevalent in the des-
ignated populations or cancers that are
targeted by the qualifying hospital,
interventions, and goals for decreasing
the targeted cancer rates during the
loan deferment program; and

(2) Address early diagnosis of cancers
that are prevalent in the designated
populations or cancers that are tar-
geted by the qualifying hospital, inter-
ventions, and goals for improving early
diagnosis rates for the targeted can-
cer(s) during the loan deferment pe-
riod;

(3) Address cancer treatment for can-
cers that are prevalent in the des-
ignated populations or cancers that are
targeted by the qualifying hospital,
interventions, and goals for improving
cancer treatment rates for the targeted
cancer(s) during the loan deferment;
and

(4) Identify the measures that will be
used to determine the qualifying hos-
pital’s annual progress in meeting the
initial goals specified in paragraphs
(a)(1) through (a)(3) of this section.

(b) Unique research resources. The plan
must specify how the qualifying hos-
pital will establish or maintain exist-
ing unique research resources or an af-
filiation with an entity that has unique
research resources.

§505.17 Reporting requirements for
meeting the conditions for loan for-
giveness.

(a) Annual reporting requirements. On
an annual basis, beginning one year
from the date that CMS notified the
qualifying hospital of the loan award,
the qualifying hospital must submit a
report to CMS that updates the plan
specified in §505.15 by—

(1) Describing the qualifying hos-
pital’s progress in meeting its initial
plan goals;

§505.19

(2) Describing any changes to the
qualifying hospital’s initial plan goals;
and

(3) Including at least one measure
used to track the qualifying hospital’s
progress in meeting its plan goals.

(b) Review of annual reports. CMS will
review each qualifying hospital’s an-
nual report to provide the hospital
with feedback regarding its loan for-
giveness status. If CMS determines
that the annual report shows that the
qualifying hospital has fulfilled the
conditions, plan criteria, and reporting
requirements for loan forgiveness spec-
ified in §§505.13, 505.15, and 505.17, CMS
will notify the qualifying hospital in
writing that the loan is forgiven.

(c) Final annual reporting require-
ments. A qualifying hospital must sub-
mit its final report to CMS at least 6
months before the end of the loan
deferment period specified in §505.7(b).

§505.19 Approval or denial of loan for-
giveness.

(a) Approval of loan forgiveness. If
CMS determines that a qualifying hos-
pital has met the conditions, plan cri-
teria, and reporting requirements for
loan forgiveness specified in §§505.13,
505.15, and 505.17, CMS will send a writ-
ten notification of approval for loan
forgiveness to the qualifying hospital
by the earlier of—

(1) 30 days from the date of receipt of
the annual report that shows the quali-
fying hospital has satisfied the require-
ments for loan forgiveness; or

(2) 90 days before the end of the loan
deferment period defined in §505.7(b).

(b) Denial of loan forgiveness. If CMS
determines that a qualifying hospital
has not met the conditions, plan cri-
teria, or reporting requirements for
loan forgiveness specified in §505.13,
§505.15, or §505.17 of this part, CMS will
send a written notification of denial of
loan forgiveness to the qualifying hos-
pital at least 30 days before the end of
the loan deferment period defined in
§505.7(b).

715

14:23 Jan 03, 2012 Jkt 223185 PO 00000 Frm 00725 Fmt8010 Sfmt8010 Q:\42\X42\COPY223185.XXX 0fr150 PsN: PC150



VerDate Mar<15>2010 14:23 Jan 03, 2012 Jkt 223185 PO 00000 Frm 00726 Fmt8010 Sfmt8010 Q:\42\X42\COPY223185.XXX 0fr150 PsN: PC150



VerDate Mar<15>2010

CHAPTER V—OFFICE OF INSPECTOR
GENERAL-HEALTH CARE, DEPARTMENT OF
HEALTH AND HUMAN SERVICES

EDITORIAL NOTE: Nomenclature changes to chapter V appear at 66 FR 39452, July 31, 2001,
and 67 FR 36540, May 24, 2002.
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